Primary Care Mental Health Specialist Evaluation
The global burden of mental health disorders is considerable and growing, with significant impacts on health and wellbeing, as well major social and economic consequences (WHO, 2016) . In the UK, Government strategy No Health without Mental Health emphasises the need for improved prevention, detection and treatment of mental health disorders, as well as greater choice, control and personalisation of mental health care (Department of Health, 2011) . At the same time services are required to achieve significant cost efficiency savings through initiatives such as the NHS Quality, Innovation, Productivity and Prevention (QIPP) programme, implementation of Any Qualified Provider and Payment by Results (PbR) as set out in Equity and Excellence: Liberating the NHS (Department of Health, 2010) .
The Health and Social Care Act (2012) gave rise to a number of important structural changes, including the establishment of Clinical Commissioning Groups (CCGs), which are held to account for the outcomes they achieve, including mental health outcomes, through the Commissioning Outcomes Framework (NHS Commissioning Board, 2011) . The Act places statutory duties on CCGs to promote continuous improvement in the quality of health services, with particular regard to clinical effectiveness, patient experience and patient safety.
In 2012-13 mental health services were brought within the scope of PbR, requiring that patients are assessed by their mental health provider and allocated to a cluster, which forms the basis of the contracting arrangements between commissioners and providers. These clusters must then be reviewed regularly in line with the timing and protocols set out in the mental health clustering booklet (Department of Health, 2013) . Health (2012) , which Primary Care Mental Health Specialist Evaluation emphasised the need to deliver services that enable safe, effective recovery-focused treatment and support for people with stable long term mental health conditions. It was recognised that patients were often not discharged from secondary mental health care when no longer needed, because systems and processes were not in place to provide adequate support and that this had an impact upstream on responsiveness to urgent referrals -challenges which have also been highlighted by the recently established Independent Commission on Acute Adult Psychiatric Care (Crisp et al., 2016) . New PCMHS posts were introduced to act as a conduit for patients being discharged from secondary care and a single point of referral back into secondary care, should it be required. Introduction of the new role was intended to improve mental health capacity and expertise in primary care and increase provision of primary care mental health services, based on local population need. The two year pilot began in March 2013 and covered six CCGs in South East England. The service evaluation reported here aimed to capture experiences of patients accessing the pilot service, as well as views of frontline staff delivering the service and other health professions working alongside the service. We also aimed to assess the economic cost of the new service.
Development of the Primary Care Mental Health Specialist (PCMHS) Service reflected the recommendations of the Joint Commissioning Panel for Mental

Methods
Patient and Public Involvement
A local service-user led 'Experts-by-Experience' group advised on the evaluation methods, including the development of materials (consent form, information sheet and interview topic guides) and practical considerations (e.g. where patient interviews could take place). Methods Primary Care Mental Health Specialist Evaluation were also developed with input from the CCG and Commissioning Support Unit (CSU), who advised on the information required for evaluation of the pilot service.
Participants and procedure
For the purpose of the pilot, people with stable long-term mental health conditions were defined as those allocated to clusters 7, 11 and 12 of the national PbR framework, currently in receipt of secondary care mental health services and with a likely diagnosis (ICD-10) of schizophrenia, bipolar disorder, recurrent depression and chronic neurotic, stress-related and somatoform disorders.
Patients were recruited from three of the six CCGs included in the evaluation (including the earliest and most recent areas to implement the pilot). They were provided with an information sheet and invitation letter by their PCMHS. Those interested in participating sent their contact details to the evaluation team in a stamped addressed envelope. We then made contact to arrange a convenient time for the interview to be conducted, either by telephone, or face-to-face. We asked that all service users in the three CCGs (N=172) receive an invitation letter; 20 patients expressed an interest in being interviewed, three dropped out before the interview due to deteriorating mental health and five did not respond to messages left by the evaluation team. A final sample of 12 service users (5 male, 7 female, age range 23-64 years, M = 50.8 years) was interviewed and responses analysed. Primary Care Mental Health Specialist Evaluation PCMHS were seconded 2 from their NHS Trust for the duration of the pilot and were community psychiatric nurses (CPN) or occupational therapists (OT) by profession. They were hosted by GP practices or local mental health provider organisations. All host organisations granted permission for the evaluation team to approach PCMHS to discuss participation. PCMHS were provided with information sheets before consenting to be interviewed. All PCMHS employed in the pilot service across the six CCGs agreed to take part and subsequently participated in face-to-face interviews (N=13). For the economic analysis, a sub-sample of 11 PCMHS was selected to record time spent on specific activities. (Dehar, Casswell & Duignan, 1993 ) that captured impact in both outcomes and processes. A formative evaluation was considered most appropriate as the evaluation was intended to cover the early implementation of the pilot and provide information to inform decision-making regarding ongoing service provision.
Unit cost analysis (Drummond, Sculpher, Torrance, O'Brien & Stoddart, 2005) was considered most appropriate for the economic evaluation, since this provides information on the amount of additional resource needed for a patient to receive an intervention; this can help commissioners and policy makers decide whether it is possible to implement the intervention on a large scale given the resources available.
Materials
Topic guides were developed by the evaluation team with input from the Experts-byExperience Group, CCG and CSU. Topic guides for the patient interviews explored experiences of the service and impacts on their mental health and wellbeing. Topic guides for the PCMHS interviews focused on experiences of implementing the service.
Online questionnaire: A brief online questionnaire was developed specifically for this evaluation, using the secure Qualtrics® system. Respondents were asked to select their profession and CCG area, to indicate whether they were aware of the pilot service (Yes/No) and had experience working with a PCMHS (Yes/No). These items were included to check that the data captured represented the views of professionals with experience of the pilot Primary Care Mental Health Specialist Evaluation service. Respondents were then asked to indicate whether, in their experience, the PCMHS role worked well (scale ranging from 1= strongly disagree, to 5= strongly agree), if they considered that patients benefited from the service (Yes/No) and if improvements could be made to the service (Yes/No). They were invited to provide further comments (including specific examples) in relation to each question using a free text response format.
Time and Activity Recording Sheets (TARS) were provided to enable PCMHS to record data required for the economic analysis, including time spent on main activity (i.e. contact with patients) and additional activities (e.g. liaison activities and events organised by the CCGs), travel costs associated with these activities and monthly income.
Ethical considerations
An evaluation proposal was submitted to the Research Management and Governance (RM&G) Consortium prior to recruitment and we were advised that ethical review by an NHS Research Ethics Committee (REC) would not be necessary, since the project met Health Research Authority criteria for evaluation/audit, rather than research 3 . However, ethical principles were adhered to regarding data confidentiality, informed consent and right to withdraw. Participants had the opportunity to ask questions before providing signed consent and participating in interviews. They were reminded that they were not required to answer any questions they felt uncomfortable with and were free to terminate the interview at any point, without giving a reason. Patients were further informed that their decision would not Primary Care Mental Health Specialist Evaluation affect any services they were receiving. Participants were assured that only the evaluation team would have access to their data, interview data would be not be stored together with names, addresses, or telephone numbers and individuals would not be identified in any reports. Electronic data were stored on a password protected database at the Centre for Health Services Studies (CHSS), University of Kent; hardcopies were stored in a locked filing cabinet at CHSS.
Data Analysis
Interviews were recorded, transcribed verbatim and entered into the NVivo software package.
Data were analysed using the Framework Method (Ritchie & Spencer, 2011) . One member of the team read through all interview transcripts and coded responses according to themes identified from the interview guide, before developing subthemes by identifying common responses. The transcripts were then read by a second member of the team, who reviewed the themes and subthemes; differences in coding were identified and consensus reached by discussion.
Questionnaire data were entered into SPSS (Version 22). Descriptive statistics were calculated for quantitative variables. A content analysis technique was used to categorise
responses to the open-ended questions. Responses were broadly organised into themes by one member of the team and reviewed by a second member. Again, differences in categorisation were discussed and a consensus reached. Primary Care Mental Health Specialist Evaluation Time and activity data were analysed using STATA 13 software. Unit cost analysis was performed from a health service perspective. Hence, only costs associated with implementing the service were considered; the analysis did not take into account costs relating to societal inputs (e.g. carer support).
Results
Patient Interviews
Three initial themes were identified from the interview guide: (1) participants' experiences of the service; (2) impacts of the service on patient mental health and wellbeing; and (3) overall reflections on the service.
Patients' experiences of the service
Three subthemes were identified in relation to patients' experiences of the service; how the service differed from previous experience of mental health care; benefits of the service and disappointments with the service.
In relation to the first subtheme, participants described greater continuity of care under the new service, which allowed for a trusting relationship to develop between the patient and Primary Care Mental Health Specialist Evaluation PCMHS and prevented a constant repeating of information to clinical staff. Patients also reported that the care they received from the PCMHS was more tailored to their needs than previous care. They reported feeling understood by the PCMHS and more involved in decisions about their care than they had in the past:
"They (PCMHS) can basically tell when they come in the door I'm having a bad time or I'm up. You do need to have somebody who can read that rather than maybe somebody you've
seen once in a few months and then they seem to think they know everything about you and
Patients reported that the main benefit of the service was that it contributed to the prevention of relapses; having consistent support in place, where this had been lacking in the past, served as a 'safety net'. Accessibility was also a key benefit cited; patients reported that they could rely on PCMHS to return calls promptly and they could be contacted at any time. The support provided was viewed by patients as useful, relevant and important to the improvement of their mental health; PCMHS were seen as empathetic and understanding of mental health issues -experts in their field:
"I think it's the dignity with which you're treated. Nobody patronises me or assumes that I just can't cope or anything like that, it's just sensitive help at the right time." (P019) Primary Care Mental Health Specialist Evaluation
Overall, patients spoke with high regard about the service and its impacts on their health and wellbeing. However, they reported disappointment with two aspects: the length of time it took to receive appointment letters and difficulty being referred into the service:
"My disappointment was actually finding out it existed and my battle with the GP to get it but once I've been having that, no not at all. I would have liked to have known it existed to even enquire whether I'd be eligible for it; yeah it was very tucked away at the time" (P002) 2. Impacts of the service on patient mental health and wellbeing
Patients reported a wide range of impacts on their mental health and wellbeing including reduced levels of anxiety/stress, feeling less lonely, more confident about coping with their mental health condition and more optimistic about the future. They reported greater confidence in their ability to undertake practical tasks, as well as increased engagement in daily activities and improved health. Patients also described feeling that a burden had been lifted since accessing the service: Challenges of implementing the service.
Main responsibilities and working models
Three subthemes were identified from PCMHS descriptions of their key areas of work:
building relationships with other health professionals and organisations; identifying patients suitable for discharge to the new service; and conducting therapy work with patients.
In relation to the first subtheme, PCMHS discussed the importance of building relationships with GPs, practice managers, care co-ordinators, community mental health and secondary care teams. They described how they offered advice to GPs about mental health diagnoses and supported them with patient advice and signposting. Relationships were also built outside the NHS -for example, with third sector organisations and community support groups.
PCMHS also described their role in identifying patients who could benefit from the service: 
30% of your time seeing clients." (P002)
Analysis of responses from other professional groups
The vast majority of participants (N=46, 92%) agreed or strongly agreed that the PCMHS role works well, while 48 (96%) agreed that patients benefited from the support provided by the PCMHS; 40 respondents (80%) agreed that improvements could be made to the service.
Free text responses are summarised below.
Do you think the PCMHS role works well? Primary Care Mental Health Specialist Evaluation
Most participants (N=44, 88%) provided free text comments. Only one commented on dissatisfaction with the service, highlighting a lack of contact with the PCMHS as the reason.
Reasons for satisfaction with the service related to five main themes: preventing relapse and/or readmission to secondary care; patient satisfaction with the service; increased opportunities to work across professional groups; providing support in community settings and bridging the gap between primary and secondary mental health care. Example quotes are Free text responses were provided by 42 respondents. Two indicated that they selected 'no' because they did not have sufficient knowledge of the service to comment. The remaining comments described ways in which patients benefited from the service. Three main benefits were described: providing care in community settings; bridging the gap between primary and secondary mental health care and improving patient empowerment and quality of life: Table 1 shows the average time taken to screen a new patient, deliver a patient session and attend additional events, together with unit costs per month.
Insert Table 1 about here. Figure 1 shows the typical cost breakdown per session. Contact hours accounted for the largest proportion of costs associated with delivering a patient session, followed by administrative tasks, then travel to and from sessions.
Insert Figure 1 about here.
The monthly unit cost per patient for delivering patient consultation sessions is £73.01; this is based on the average monthly unit cost for each CCG. The monthly unit cost per PCMHS for delivering additional events is £607.41
Conclusions
Data collected for this evaluation indicate that the service is working well from the perspective of patients; staff employed within the service and professionals working alongside the service. All three groups described improvements in patient care and benefits for mental health and wellbeing. Specifically, participants described patient care as more person-centred and more easily accessible than in the past; they also highlighted greater Primary Care Mental Health Specialist Evaluation continuity of care resulting from the introduction of the PCMHS role. Improvements in patient mental health and wellbeing were seen to result from increased support for those transitioning from secondary mental health services to primary care as well as a more proactive approach to relapse prevention and support for engaging in daily activities. Patients described the service as a 'safety net' they could fall back on in case of difficulties, while staff used the analogy of a 'bridge' to describe the way the service improved communication and collaboration between the various professionals and organisations involved in the patient's care, as well as between services and patients. The service also enabled patients to better understand and cope with their mental health condition, with benefits for empowerment and quality of life.
It is notable that the accounts of all three groups were so similar. We did not encounter reports of major failings or concerns about the service; rather, comments regarding areas for improvement tended to relate to a desire for the service/ role to be expanded. These comments are particularly noteworthy given the wider context in which this service is delivered -for example, the Five Year Forward View for Mental Health (Mental Health Taskforce, 2016) highlights a number of challenges facing NHS mental health services, including lack of access to physical health care in people with mental health problems, many of whom do not know who is responsible for co-ordinating their care and have not agreed what care they should receive with a clinician. The report also highlights that people with severe and prolonged mental illness are at risk of dying on average 15-20 years earlier than those without mental health problems -one of the greatest health inequalities in England.
Since data for the PCMHS evaluation were drawn from six CCGs, it is evident that benefits are not limited to a particular area, service, or team. Hence, findings suggest that the approach has the potential to be rolled out on a wider scale across the NHS. Primary Care Mental Health Specialist Evaluation
The economic analysis presented here could be used to assist commissioners and providers in planning and delivery of similar services -PCMHS working at a cost of £15.95 per hour were able to provide care for 36 patients within a one month period. While additional events organised by the CCGs increased the monthly cost of delivering the service, these are likely to be important for delivery of safe, effective care -future research could examine this in greater detail, considering the nature, duration and frequency of training and related activities necessary to deliver a service of this nature.
A number of limitations should be noted. Firstly, although we were able to capture the views of all staff employed in the service, interviews were conducted with only 12 patients, of a potential sample of 172. Invitation letters were distributed by PCMHS and it was not possible to monitor whether all service users received an invitation (since the evaluation team did not have access to patient records). Hence, findings may represent the views of a subsample of patients, with positive experience of the service. We recommend that future research/ evaluation work in this area adopts a different recruitment strategy, with invitation letters distributed by staff not involved in the delivery of the service. Secondly, although participants reported benefits in terms of relapse prevention, we were not able to examine this directly. Future research could compare frequency of relapse/re-admission to secondary mental health services before and after introduction of a PCMHS service, or compare data between areas with and without PCMHS posts. Thirdly, economic data relates to a one month period during 2014 -hence, costs would need to be updated for the purpose of planning the implementation and delivery of similar services. Finally, the pilot was conducted over a two year period, starting in 2013 -hence, new services based on the PCMHS pilot will need to be Primary Care Mental Health Specialist Evaluation adapted in line with recent, and ongoing, changes to the provision of mental health/ primary care services.
Notwithstanding these limitations, the current evaluation provides support for the introduction of PCMHS roles as a means of enabling safe, effective, recovery-focused treatment and support for people with stable long term mental health conditions and facilitating discharge from secondary mental health care. We were unable to identify published evaluations of other similar services and recommend further research to examine the impact of this type of support on patient outcomes, as well as work to examine the potential for this approach to be rolled out more widely. Primary Care Mental Health Specialist Evaluation Note. Costs for delivering sessions include contact time, travel, time for preparation and administration. Additional events include training, meetings with GPs and CCG and other relevant events that specialists are required to attend as part of their job, but not relating to a particular patient.
